6
/l, WBCs 2500 Â 10 6 /l (Neutrophils 95%, Lymphocytes 5%); pneumococcus was positive on PCR.
He was diagnosed with pneumococcal meningitis. Intravenous Ceftriaxone 2 gm BD given for 2 weeks resulted in resolution of meningitis. His final visual acuity dropped to 3/60.
Comment
Postoperative endophthalmitis is a dreaded complication of cataract surgery. Prompt diagnosis and treatment with intravitreal and intensive topical antibiotics is required to salvage vision. 1 Systemic antibiotics may have a role in prevention of systemic spread of infection. Systemic spread to involve meninges has been reported 2 once but is extremely rare.
Our patient developed meningitis despite receiving oral Ciprofloxacin because the offending organism was resistant to this drug. He was successfully treated under guidance of microbiology results.
Patients with endophthalmitis should be observed closely for signs or symptoms of metastatic spread. Although postoperative bacterial endophthalmitis is typically confined to the eye, this case report indicates that the infection can spread to the central nervous system. The treatment of endophthalmitis (including systemic antibiotics) should be guided by microbiology to ensure that the antibiotics administered are effective. Despite increasing interest in the use of various imaging modalities such as ultrasound, magnetic resonance imaging, and positron-emission tomography, temporal artery biopsy remains the gold standard in the diagnosis of giant cell arteritis (GCA). 1 Given that GCA can lead to profound irreversible blindness and other devastating complications, every effort must be made to ensure a correct diagnosis is made in each and every case.
Case report
We report a case of an 88-year-old patient referred with suspected GCA. A temporal artery biopsy was performed. Macroscopically, the specimen had a segmented, earthworm-like appearance. The 22-mm-long specimen was processed in toto and sectioned in the longitudinal plane at six levels, B120 mm apart. This demonstrated patchy focal inflammation, predominantly in the outer media, with 'skip areas' of 3-5 mm of uninflamed artery ( Figure 1 ). The inflammatory infiltrate consisted predominantly of mixed mononuclear inflammatory cells (Figure 2 ). Had the artery been sectioned transversely alone, it is possible that the patchy inflammation would have been missed.
Simple geometrical calculation shows that the approximate area of a longitudinal section of artery is 2lr (where l is the length of the artery and r is its radius). The area of a transverse section is pr 2 . Where the entire artery is bread-loafed at intervals of about 3-4 mm, as is the standard textbook recommendation, 2 then the total transverse area available for examination would be pr In the practical experience of one of the authors (AG) over several decades of practice, almost invariably, many of the transverse slices end up longer than 3-4 mm and the entire artery is not processed. Furthermore, any perceived advantage with transverse sectioning is on occasion lost owing to the difficulty of handling and orientating small pieces of tissue during processing. Despite the best intentions of the pathologist, this may result in many of the transverse pieces being actually embedded and sectioned in the longitudinal plane.
Comment
We therefore believe that longitudinal sectioning of the artery is a more appropriate strategy than transverse sectioning as it allows a greater proportion of the available specimen to be examined microscopically. That method of tissue handling is also considerably easier for laboratory staff to process.
To the best of our knowledge, there has been very little research into this area. A study presented at a conference in 2007 that examined 495 TAB specimens over a 15-year period reported that longitudinal sectioning yielded a 20% increase in positive biopsy results over transverse sectioning. 5 However, to our knowledge these results were not published in the peer-reviewed literature.
It is important that all clinicians involved in the diagnosis and management of giant cell arteritis are aware of the issues of specimen length and sectioning strategy when evaluating the TAB result. We recommend surgeons discuss with their pathologist colleagues the sectioning strategy used to yield the most accurate result. 
Case report
A 21-year-old male with DM1 presented with a 4-week history of deteriorating vision in his left eye, assumed to be cataract. Clinical examination, however, showed bilateral pattern dystrophy (Figure 1a ) with best corrected visual acuity (VA) recorded at 6/6 in the right eye and 6/15 in the left eye, which had choroidal new vessels (CNVs) (Figures 1b and 2aI) . Treatment followed consent of the off-label nature of intravitreal bevacizumab (IVB). After 4 weeks, symptoms had improved but due to persisting intraretinal fluid (Figure 2aII ) a second IVB injection was given. After 4 weeks, VA had improved to 6/7.5 with both OCT and angiography confirming no leakage (Figures 2aIII and b) . No recurrence was seen at most recent follow-up 14 months later. His father who had DM1 was also examined, but did not have macular dystrophy.
Comment
To our knowledge this is the first report of CNVs complicating DM1. The cause of the macular phenotype is still unknown. The expansion of CTG triplet repeats in DM1 arise within the 3' untranslated region of the DMPK gene, 2,3 but this region also overlaps downstream with the promoter of the homeobox gene SIX5 on chromosome 19q13.3. 4 As expression of this gene has been localized to the lens, retina, and choroid, it has been 
